Where the attenuation in the basal cisterns was less than that of the surrounding brain, the scan was classified as low density. Where the basajl cisterns had an attenuation similar to that of brain, the scan was classified as isodense, and where the attenuation exceeded that of brain, the scan was classified as high density. The timing of the three groups oif scans in relation to the bleed is shown in fig 1, the majority of patients being scanned within a week of SAH. Fou.rteen patients bled twice prior to surgery, and three bleid on three occasions. In these patients the scan was taken following the last bleed prior to surgery.
(SAH). The demonstration of subarachnoid blood confirms the diagnosis, and the site of the source of haemorrhage may be predicted prior to angiography.' Large aneurysms are visible on plain scans, and with attention to detail, including overlapping sections, it is possible to detect up to 76% of anterior and middle cerebral aneurysms after contrast enhancement.2 Areas of low attenuation may indicate cerebral oedema or ischaemia secondary to vasospasm induced by the haemorrha,ge, and ventricular size is shown so that any hydroceph.alus can be detected. Intracerebral extension oif the haemorrhage may be seen, and when an arteriovenous malfonmation or a tumour has caused the bleeding, it will be visible on the scan.
With the exception of a variable amount of blood in the suibarachnoid space, the majority of scans in patients who have recently bled from an aneurysm are normal. Such a scan is of limited use to the clinician assessing the patient, and so we have tried to correlate the blood visible on the scan with various clinical features in the patients. Where the attenuation in the basal cisterns was less than that of the surrounding brain, the scan was classified as low density. Where the basajl cisterns had an attenuation similar to that of brain, the scan was classified as isodense, and where the attenuation exceeded that of brain, the scan was classified as high density. The timing of the three groups oif scans in relation to the bleed is shown in fig 1, (table 4) .
The correlation 'between 'the outcome of surgery and the amount of blood on the preoperative scan was highly significant (fig 2) . Patients with high density scan.s were more likely to do badly by a factor of 3-8 times than patients with low density scans.
Discussion
Our findings show that the amount of blood in the basal cisterns, shown on an acute CT scan following aneurysmal SAH, can be a very useful factor in predicting the outcome of subsequent surgery. The suggestion that marked subarachnoid and intraventricular blood correlates with a poor neurological status5 is confirmed in that the average grade of patients with a large amount of blood on the basal scan sections is higher than the grade of those with a small amount of blood.
Ideally the acute CT scan should be taken imimediately after the bleed, and patients who rebleed should be re-scanned soon afterwards. In practice the first CT scan is taken at a variable interval following the i,ctus, however such scans remain useful, as high density cisterns were still noted nine days after the bleed i.n two of our patients. The five day period for the disappearance of blood from the cisterns, taken by previous authors6 7 is obviously exceeded by some of our cases. The detection of blood up to three weeks following the bleed, as suggested by some workers,8 cannot be confirmed from our cases, however the estimate of six to ten days put forward by Scotti and his colleagues,9 would fit with our data, the two patients scanned beyond .12 days from the bleed both having low density cisterns.
Our results also suggest that hypertensive patients are more likely to have a large bleed from an aneurysm than normotensive patients, and thus to fare worse subsequently. Vascular spasm detected at angiography within 15 days of the bleed also correlates with high density in the basal cisterns during the same period after bleeding. 
